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471-000-221 Instructions for Completing Form DM-5, "Physician's Confidential Report." for the
Preadmission Screening Process (PASP)

Use: Form DM-5 is used to secure the physician information needed to determine the kind and
amount of medical care needed.

Number Prepared: One copy of Form DM-5 is completed.

Completion: Form DM-5 is completed as follows.
The facility completes these items:

Heading: Enters all the identifying information about the individual.

Item 1: No entry required.

ltem 2: Reason for Referral: The effectiveness of information reported on this form
depends largely on the phrasing in this section. A definite statement must be
entered in this section.

The physician completes these items:
ltems 3-15: Enter all appropriate information.
Signature: The physician signs and dates Form DM-5.

Distribution: For a negative screen for a Medicaid-eligible individual, the facility sends Form DM-
5 to the nursing facility along with Form DPI-OBRAL. For a positive screen/Level Il evaluation,
the facility holds Form DM-5 for the OBRA Contractor.

Retention: Form DM-5 is retained for four years.



To view printable form click here: Physician’s Confidential Report
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that your rapart be spacific enough (o kndicate the kind and axtent of disabilty and the treatment and services raquired, Attach
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2. Reason for Befarral
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3. Diagnosit {Related 10 present medical condition): Date of Onest Anlicipaled Duration
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4. Prognosis, include Rehabilitation Potenlial:

B, History ol Fresant lliness - Currend Medical Symptoms/Conditons (Include partinant past medical history)

-

8. Spacilic Physical Findings (Include pertinent pogilive and negative findings)
Heighi Weight - Pulse Blood Pragsura
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http://www.hhs.state.ne.us/reg/appx/DM-5.pdf
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7.

hental Fincings: O Alan QO Cooperaiive 0O Peycho-Maurosls O Ps?mnsis 2 Othar
Islthe individual competent to handia his‘her own affairs? a Yes O Mo O Questionabla

A. Mantal Status:

8 pPsychological Test Resuils:

Partinent Lab Findings: E.G., Hematology, Chemigtry, EKQ, X-Ray, EEG and other repons that substantiale conditon,
{Altach reports} _ :

L

Diet {Results, if applicable):

0.

Drugs Prescribed with Dosage amd Frequency (Results, if applicable)

1.

Recommsnded Tharapy of Traaimeni Program or Regimen with Expecied Duration:

12,

Describe any PhysicalMental Cendilions which wousd resirict work or training achivitkes.
A, Temparary Gondithenis}: B. Permanant Condilinns):

13,

Describe as fully a5 passible: Attach additional sheets as nacessary

A_ Limitalions in activiies of daily Bving:
B. Limitalions i abikly o work:

£, Spacific resiriclions of physical aclivily (LiNing, sitting, walking, standing, e1s.)

14,

If, in your grofessional judgemant, this patient’s physical and/or mental abillty has been Impairad or has deterdcrated 10 the
degree thaihe/she cannol ba expacied (o flunction indepandently, pleasa indicata below the type of service to ahow stateio make
paymant for ciler.)

Homamaker Services

Homa Health Alde/Personal Care Aida Services

Homa Health Mursing Services _

Alternate Living Amangsment: Residential Cara Facility, Adult Foster Home or Domiciliary Faciily
Nursing Facility Services (were needad at the time of admission and continue 10 be needed)

Swing-bad servicas (in rurgd hosplials)
ICFMR Sarvices

Other(Ploase specity): -

Lis1 all consuitants and theéir spaciallies How king hag patisht Bean under your CAra’?
Date youl last axamined patien
Do you sxpest ke conlinue treatment?
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